PATIENT INFORMATION PLEASE PRINT

Name Date of Birth
Address
City State Zip
Phone ( ) work phone ( ) Cell ( )
Patient SS# Spouses Name
GUARANTOR INFORMATION PERSON RESPONSIBLE
Name Date of Birth
SS#
Mailing Address City State Zip

Employer Name

Employer Address
Work Phone ( ) Extension/Dept.
Circle one: Spouse Parent Guardian Other

INSURANCE INFORMATION

Insurance Name:

Name of Policy Holder: Referred By:
Employer:
ID# E mail Address:

HEALTH HISTORY

1. Have you been seen by a physician during the past year? YES NO
2. Are you presently under medical care or taking any medicine? YES NO
3. Have you ever had a prolonged iliness or Hospitalization? YES NO
4. Have you ever had surgery or X-Ray Therapy? YES NO
5. Have you ever had any of the following diseases?
o Rheumatic FeVver...... oo YES NO
e Jaundice ___ Hepatitis___ (yellow skin or eyes).................. YES NO
o Epilepsy  Seizures_ i YES NO
e Sugar Diabetes........ouiiuii i YES NO
e High Blood Pressure__ Low Blood Pressure __ ......... YES NO
o Kidney Trouble ..o YES NO
e Heart Trouble- Heart Attack___~~ ... YES NO
o Venereal DiSease. .. ..cooviiiiiiiiiii YES NO
®  Thyroid DiSEASE ....ouvieieieiieie e YES NO
®  TUDEICUIOSIS. ... vttt YES NO
0 AID S YES NO
e Other YES NO
6. Have you lost weight without dieting in the last few months? ............... YES NO
7. Have you ever been sick from a shot for dental treatment? YES NO
8. Have you or any relative had any bleeding problem? ....................... YES NO
9. Have you ever had serious bleeding after a tooth extraction? ............... YES NO




10. D0 you have hay fEVEI? ... YES NO

11. Are you allergic to any foods_____, clothing animals___ ...YES NO
12. Do the following medications make you ill?
® AN e YES NO
e Penicillin or any antibiotic__ ... YES NO
®  SUIA DIUGS. e e YES NO
e Barbiturates (sleeping PillS) ......coeieiiii YES NO
e Local Anesthetics (Novacaing) ..........ccccooiiiiiiiiiiiiiieeeas YES NO
e Anyothermedicines__ YES NO
13. Have you been told by a physician that you have a heart murmur? ........ YES NO
14. Do you have chest pains on eXertion? .........cooviiiiiiiiiiiiiii e YES NO
15. Are you ever short of breath on exertion? ... YES NO
16. Have you ever had painful or swollen joints? ..........cccooviiiiiiiiiiiinnnn. YES NO
17. Do you have any blood disorder such as thin or tired blood? .................. YES NO
18. Females: Are you pregnant? Whatmonth___~ ... YES NO

19. Please add any information concerning your medical or dental history you
feel should be known by your dentist

20. What is the name and address of your family doctor-

Consent Form

| hereby freely and willingly consent to the performance upon (Name of Patient)
Of a course of dental treatment procedures, deemed necessary and desirable for any condition found on
examination, or any dental treatment procedures which may later become apparent during treatment. |
acknowledge that no guarantee or assurance is made as the results that may be obtained.

Date Signed

Patient Parent Legal Guardian

AGREEMENT OF PAYMENT
Payment is expected when services are rendered.

Office Policy: $53.00 Cancellation Fee/Missed Appointment Fee if not notified within
48 hours of appointment.

DENTAL AND ACCIDENT INSURANCE

It is important for you to be informed that if you are covered by Dental or Accident Insurance, our
professional services are rendered and charged to you, as a courtesy we will file any insurance
claims on your behalf. Our services are offered on the basis that full charges will be paid by you.
Most insurance coverage only pays a portion of the cost of such services that may be necessary.
Some health insurance programs provide limited coverage for oral surgery, orthodontics and TMJ
treatment; we will offer some assistance in providing you with some of the necessary forms you
will need to provide your health insurance company for these services. Some provide no
coverage; very few pay the entire charge.

We urge you to be fully aware of the provisions of your dental/health insurance policy.
Thank you.



